Abstract The aim of this study was to examine interactional styles of general practitioners (GPs) in consultations with Dutch patients as compared to ethnic minority patients, from the perspective of level of mutual understanding between patient and GP. Data of 103 transcripts of videoregistered medical interviews were analyzed to assess GPs' communication styles in terms of involvement, detachment, shared decision-making and patient-centeredness. Surveys were used to collect data on patients' characteristics and mutual understanding. Results show that overall, GPs communicate less adequately with ethnic minority patients than with Dutch patients; they involve them less in decisionmaking and check their understanding of what has been discussed less often. Intercultural consultations are thus markedly distinguishable from intracultural consultations by a lack of adequate communicative behavior by GPs. As every patient has a moral and legal right to make informed decisions, it is concluded that GPs should check more often whether their ethnic minority patients have understood what has been said during the medical consultation.
and the broader context. Crucial aspects of the communication process have thus been largely neglected. To address this gap, the present study will make use of a recently developed method, based on an interactional perspective, and takes into account context ( [11] ; see ''Methods'' section). The overall aim of this study is to investigate whether there are differences in GPs' use of interactional styles between consultations with Dutch and ethnic minority patients. Specifically, it is assumed that GPs will interact less adequately with the latter group than with Dutch patients [2, 3] . Another assumption is that more adequate doctor-patient interaction will be positively related to enhanced mutual understanding between them, as previous research has clearly established a positive link between good doctor-patient communication and subsequent patient understanding of what has been discussed during the medical consultation [1] .
Theoretical Framework
Several developments in the last 20 years have stimulated a paradigm shift away from medical paternalism toward more patient autonomy. The growing assertiveness of many patients, resulting from higher levels of education as well as from the ongoing individualism of our period, and scientific and technological processes that have increased medicine's potentiality to encroach deeply on human life, are two of the most important factors in this respect [12] . A core concept illustrating this paradigm shift is the notion of patient-centeredness, which is the ideal of an egalitarian doctor-patient relationship in which doctors and patients share responsibility for the interaction and its outcomes, thereby taking the perspective of the patient's need for cure and care [13] [14] [15] [16] .
In light of these developments, the dependent and unequal position of patients, in particular those belonging to ethnic minority groups, has increasingly been criticized, and various Western countries have now adopted regulations to make patients equal parties to doctors under the law. The doctrine of informed consent-the right of the patient to be able to make an informed decision concerning a proposed treatment-is probably the most well-known legal regulation. In line with this paradigm shift, much empirical research has been conducted to test the extent to which concepts like patient-centeredness and informed consent actually take place during medical encounters (e.g. [17] ). Within the research domain of (intercultural) health communication, the approach most often used has been the coding and counting of speech acts in mutually exclusive categories, by means of coding systems derived from (medical) psychological theory.
One obvious limitation of such an approach is that is does not generate any insight into the interactional dynamics of conversations. To illustrate, the sentence ''I understand how you feel'' can mean several things, depending on tone of voice, accompanying non-verbal behaviors, sequencing of sentences and so on. For instance, a doctor uttering this sentence while looking at the clock to see what time it is and subsequently finishing the consultation by saying goodbye and walking toward the door is communicating something entirely different than a doctor uttering the same sentence while making eye contact with the patient and subsequently asking the patient how he can help him alleviate his worries. In traditional coding systems this sentence would have been scored the same, but by taking an interactional perspective we are able to distinguish the mere rapport words or trained empathy of the first doctor from the rapport work and genuine empathy of the second doctor.
As only scarce research attention has been given to interactional styles as opposed to verbal communicative utterances, there is a lack of valid and reliable methods to assess doctors' interactional styles during medical consultations. Recently, Roberts and Sarangi [11] developed a method by which the interactional involvement of health care practitioners with their patients can be assessed. Their method is theoretically grounded in conversation analysis and ethnography, and draws further on the sociolinguistic work of researchers like Gumperz [18] , Tannen [19] , and Goffmann [20] . In essence, their approach, which they refer to as interactional sociolinguistics, looks at ''how individuals differ in the ways in which they interact with and understand each other'' ( [21] , p. 194). To study these interactional styles, naturally occurring examples of talk are used. The development of their method is based on observations of medical students' consultations [21] . The essence of this method is a strong focus on the context of the interaction. Roberts et al. [11] sharply distinguish between negative and positive modes of interacting, which they refer to as involvement styles versus detachment styles. The valence of the interaction is explicitly taken into account as well. In that sense, their method enables describing differences in interactional styles in medical consultations and assessing to what extent the medical consultation is or is not patient-centered.
Methods

Participants and Data Collection
Data of the Rotterdam Intercultural Communication in Medical Settings (RICIM) project were used, in which patients of 38 general practices with a multi-ethnic population participated [22] . Informed consent was obtained for all study participants. Written transcripts according to rules of Conversation Analysis [23] were made of a selection of these (videotaped) consultations. The selection was based on the lowest and highest quartiles of level of mutual understanding between doctor and patient (see ''Measures'' section). This resulted in a dataset of 103 patients (56 patients belonging to one of the major ethnic minority groups in the Netherlands-Turkish, Moroccan, Surinamese, Antillean, Cape Verdian-and 47 Dutch patients) and 29 GPs (22 male and 7 females). Most GPs were between 40 and 55 years old and had a minimum professional work experience of 5 years.
Scoring was based on videotapes and verbatim transcripts, which enables taking context and tone of voice as much as possible into account. The unit of analysis was at topic level, but to ensure all utterances were scored properly the entire consultation was always taken into account. Only utterances that could fit into one of the categories as identified by Roberts and Sarangi [11] were scored. Other utterances were considered ''neutral'' and were not taken into account. All 103 consultations were scored by a research assistant, who was experienced in coding doctorpatient communicative utterances and trained to score using the Roberts and Sarangi method. Ten consultations were randomly selected and rated by a second coder (first author) to establish interrater reliability, which proved to be satisfactory (0.66 for retractive behavior and 0.74 for stimulating behavior).
Measures
The following patient variables were included.
Ethnic Background
Patients were categorized into a Dutch or an ethnic minority group, based on their own and their parents' country of birth [24] .
Language Proficiency
This was based on patients' self-report (good, moderate, and poor), which was highly comparable with interviewers' and GP's assessments (Spearman's q [ .72).
Other Socio-demographics GPs' Verbal Behavior Roberts and Sarangi [11] make a distinction between several stimulating and retractive interactional styles, which corresponds with the above-mentioned difference between involvement styles and detachment styles. Stimulating interactional styles refer to an empathic and attentive mode of interacting, by which a joint problem-solving framework with the patient can be built and active involvement between both parties is achieved. On the other hand, retractive interactional styles refer to a mode of interaction by which distance is created between doctor and patient, for instance by rushing through the medical consultation. To illustrate, two fragments are shown in Appendix A, one of a stimulating interactional style, one of a retractive interaction style. Fragment 1 shows how doctor and patient are having a dialogue by overlapping each other and attentively responding to what has been said. In addition, the doctor gives a contextualizing cue by saying: ''I think that you have more things, haven't you?'' (line 9), making it clear to the patient where they are going. In doing so, the doctor is communicating in a patient-centered way, because he involves the patient in what is happening during the consultation. This cue also functions as a face-saving device, by giving the patient space to say whatever she wants.
In Fragment 2 the doctor does not acknowledge the patient's requests or feelings at all. The patient asks the doctor for information about smoking cessation pills, but the doctor does not take the time to respond to the patient's question. Instead, he rushes through the consultation by making it both verbally and non-verbally clear that the patient's question should be postponed until another consultation.
For purposes of this study, the following stimulating categories were used: S1: Attentive responding. The GP follows the patient's storyline, picks up themes and makes adequate inferences from the narrative. The GP gives positive commentary to the patient's narrative and shows compassion.
S2: Joint problem-solving. The GP involves the patient in the decision-making process and checks his own understanding and the patient's. S3: Contextualizing and face work. The GP clearly outlines the content of the consultation, and what will happen next. The GP is clear about his expectations and the information he needs from the patient, and takes into account feelings of embarassment the patient may have.
The following retractive categories were used: R1: Inattentive responding. The GP does not react to the patient's remarks, makes embarrassing comments and does not acknowledge the patient's feelings.
R2: Schema-driven progression. The GP drives through the medical agenda and makes rapid topic shifts. The conversation is driven by motives of swiftness and efficiency. R3: Storage failure. The GP gathers information the patient has already mentioned implicitly or explicitly. R4: Insensitivity to patient's level of understanding. The GP does not take into account the level of understanding of the patient, uses technical language and assumes that the patient knows which symptoms go with which diseases.
Mutual Understanding
This was assessed with the Mutual Understanding Scale (MUS), developed and validated by a multi-ethnic and multidisciplinary expert panel using nominal group technique [25] . Scores varied between -1 (very low) and +1 (very high). This resulted in a dataset of 45 consultations with poor mutual understanding (scores were between -1.0 and -0.4 for 18 Dutch and 27 ethnic minority patients) and 58 consultations with good mutual understanding (scores between +0.55 and +1 for 29 Dutch and 29 ethnic minority patients).
Data Analysis
Data were analyzed with SPSS 14.0. Frequencies of the interactional styles were assessed. T-tests were used to study differences in styles between consultations with Dutch and ethnic minority patients. Links between interactional styles and other patient variables were assessed by t-tests and correlation analysis. T-tests were run to assess differences in GPs' communicative behavior between consultations low and high in mutual understanding. In addition, to illustrate some of our main findings the analyses of two excerpts from transcripts are presented, supplemented by analytical comments.
Results
Sample
The ethnic minority group was younger, more religious and had poorer language proficiency in Dutch ( Table 1 ). The two groups had about the same educational level.
Doctors' Interactional Styles
Mean number of stimulating utterances per consultation was significantly higher than mean number of retractive utterances (M = 10.5 vs. M = 4.3; t(-8.7), p = .000).
GPs showed ''attentive responding'' most often. With respect to retractive utterances, ''inattentive responding'' occurred the most (Table 2) .
Ethnic minority patients heard slightly fewer stimulating utterances overall from their GP than Dutch patients (t(1.5); p \ .10). There was in particular significantly less ''joint problem-solving'' (t(1.9); p \ .05). In general, GPs behaved retractively to the same degree for both groups. The only difference was that consultations with Dutch patients were slightly more schema-driven than consultations with ethnic minority patients. Patient characteristics related to GPs' interactional styles were religiosity, age and sex. Religious patients heard fewer stimulating utterances than non-religious patients (M = 9.1 vs. M = 11.9; t(-2.1), p \ .05) and received less ''attentive responding'' (resp. M = 3.6 and M = 5.0; t(-2.0), p \ .05). When comparing frequencies between religious and non-religious ethnic minority patients no differences emerged, indicating that religion did have an independent influence on GPs' stimulating behavior. Being older was related to more retractive behavior (r = .35; p \ .01), especially to ''inattentive responding'' (r = 0.21; p \ .05) and ''schema-driven progression'' (r = .37; p \ .01). Male patients heard more utterances concerning ''schema-driven progression'' than female patients (resp. M = 2.3 and M = 1.2; t(3.2); p \ .01), while there was a trend for female patients to hear more utterances concerning ''insensitivity to patient's level of understanding'' than male patients (resp. M = 0.3 and M = 0.1; t(-1.9), p = .07). No significant links emerged between educational level or language proficiency and GPs' interactional styles.
Relations with Mutual Understanding
Contrary to expectations, no differences emerged on GPs' stimulating behavior when comparing consultations low and high in mutual understanding. However, consultations low in mutual understanding were more retractive (mainly ''inattentive responding'' and ''schema-driven progression'') than consultations high in mutual understanding, which was expected (t(2.1); p \ .05).
Separate analyses for Dutch and ethnic minority patients revealed that no differences on stimulating behavior occurred among Dutch patients. However, there was more retractive behavior in consultations low in mutual understanding, particularly more ''inattentive responding'' and ''schema-driven progression'', than in high mutual understanding consultations (t(2.0), p = .05) (Fig. 1a) . For the ethnic minority group, no differences in GPs' stimulating behavior or retractive behavior between consultations high and low in mutual understanding emerged (Fig. 1b) .
Joint Problem-Solving in Medical Encounters with Ethnic Minority Patients
Two excerpts of transcripts are shown in Appendix B to illustrate GPs' communication regarding shared decisionmaking. The first example concerns a 28-year-old male patient from Surinamese-Hindu background suffering from stomachaches, with low mutual understanding between patient and GP. The transcript starts after the physical examination. As shown, this portion of the consultation has received two codes: one of ''schema-driven progression'' and another of ''inattentive responding.'' As shown, the GP drives through the medical agenda by quickly instructing the patient about what to do and what to refrain from. The GP shifts from medication to food and drinks, often working on his PC at the same time, without asking the patient even once about what he feels about the recommended treatment. In other words, there is no sharing of decisions whatsoever. The GP does not check whether the patient understands what he is instructing him to do and does not react to the patient's concern about having to go to the toilet and his diarrhea.
In the second example the GP clearly tries to involve the patient in the decision-making process. The transcript concerns a 54-year-old female Turkish Muslim patient who has chronic back pain, with low mutual understanding between patient and GP. She has received treatment for her problems several times, but the pain never disappears. The transcript starts after the patient has explained the reason for visiting the GP. This part of the transcript has received four codes: two codes of ''joint problem-solving'', one of ''storage failure'' and one of ''inattentive responding''. The GP asks the patient several times what she thinks should be done about her problems. However, the patient reacts with great confusion to these questions, stuttering and repeatedly saying that she doesn't know what should be done. She is not willing and/or able to share in the decisionmaking process and answers yes to all that the GP suggests. Sentence 9 has been coded as ''storage failure'' because the GP asks the patient again about what she would like to do, while it is obvious that the patient has tried to make it clear that she doesn't know. Sentence 14 has been coded as ''inattentive responding'' because the GP does not react to the patient's last remark about her back pains.
Discussion
The results of this study show that GPs' interactional styles show less involvement when communicating with ethnic minority patients compared to Dutch patients. Doctors involve ethnic minority patients less in the decision-making process and check less often whether they understand each other than when interacting with Dutch patients. This lack of ''joint problem-solving'' clashes with the current norm of educating patients and sharing medical decisions with them. As every patient has the right to make informed decisions, doctors should at least verify whether the information they give is well understood by their patients. It should be noted though that matters are not that clearcut when it comes to sharing medical decisions. There is a lot of evidence indicating that patients don't always prefer being involved in the decision-making process [26, 27] , as our last fragment also illustrates. Previous research suggests that patients from non-Western backgrounds seem to have less need for information and decision-making than more Western-oriented patients [2, 28] . This raises the question of whether doctors are actually being less patientcentered when they do not involve their patients in the decision-making process, or whether they are just meeting the patient's wishes of not wanting to be involved in the same manner as Western patients. Future research is needed to shed more light on this issue.
Although we expected to find differences with regard to insensitivity to patients' level of understanding, no significant findings were found. Actually, doctors seldom made use of technical language and jargon. The fact that this was more common in the study by Roberts and Sarangi [21] may have to do with their use of medical students, who are less experienced in patient communication than the doctors in our study. Inattentiveness to patients' remarks and schema-driven progression occurred more, with the latter more frequently present in the Dutch group. Taken together though, differences between the groups were more manifest on stimulating behavior, indicating that intercultural consultations are more distinguishable from intracultural consultations by a lack of stimulating behavior than by GPs' use of retractive behavior.
Among the Dutch sample, GPs' use of retractive behavior occurred more frequently in consultations with low mutual understanding than in consultations with high mutual understanding. Ignoring patients' comments and driving through the medical agenda had a negative effect on the match between patients' and doctors' perceptions regarding the content of the consultation, such as cause of the health complaint and diagnosis. Surprisingly, in the case of ethnic minority patients low and high mutual understanding consultations could not be distinguished by GPs' retractive (or stimulating) behavior. A related study could not detect any differences in doctor-patient interactional styles between consultations high and consultations low in mutual understanding for ethnic minority patients either [10] . Apparently, the reasons for low mutual understanding between doctor and patient are different for Dutch patients than for ethnic minority patients. Limited research suggests that background variables, such as age and educational level, may have a more important influence on level of mutual understanding than doctor's communicative behavior [29] .
In sum, the present study has pointed to some important differences in doctors' communicative behavior when interacting with Dutch patients and when interacting with ethnic minority patients. The amount of joint problemsolving is particularly less present in the ethnic minority patient group, which may pose problems in both a legal and a moral sense, as every patient has the right to make informed decisions.
There are some limitations to this study which should also be addressed. While the research sample was small, this study was not meant to make generalizations or representative statements regarding ethnic minority groups. Instead, the study intended to provide more understanding of variation in GPs' interactional styles in relation to patients' ethnic background. Selecting the lowest and highest quartiles of level of mutual understanding enabled detection of relevant differences, and the descriptive analysis revealed the pitfalls in medical communication with ethnic minority patients. Further, the use of the specific scoring technique developed by Roberts and Sarangi [11] limits the scope of the conclusions that can be drawn. This technique was particularly suited to investigate the concept of patient-centeredness and shared decision making in an interactional manner. As doctor-patient interaction is very complex, especially when it comes to intercultural differences, it would be worthwhile for future research to make use of more varied methods when studying differences in communication patterns as a function of patients' ethnic background. In order to make generalizations, future research should also use larger samples. These would allow investigating the predictive power of patients' ethnic background on doctor-patient communication in relation to other relevant background variables such as age, sex and socioeconomic status, as well as studying differences in communicative behavior within ethnic groups.
Conclusion
This study shows that GPs interact less stimulatingly with ethnic minority patients than with Dutch patients. Joint problem-solving is particularly less present. As every patient has a right to make informed decisions, GPs should check more often whether their patients have understood what has been said. However, as the extent to which patients actually want to be involved in the decisionmaking process is unknown, future research is needed to address this question. Factors that distinguish between intercultural consultations low and high in mutual understanding should also be identified, as good mutual understanding is positively linked to health-related outcomes like satisfaction and compliance [1] . Identifying such factors will enable GPs to improve their intercultural communicative skills, and to ensure that the quality of care for ethnic minority patients can be enhanced.
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